Question {#ccr31039-sec-0001}
========

A 70‐year‐old Caucasian male patient was transferred to our department due to lower gastrointestinal bleeding. One year earlier, he had undergone a colonoscopy with no findings. At the same time, he had been diagnosed with right upper pulmonary lobe mass---histology confirmed lung adenocarcinoma (Fig. [1](#ccr31039-fig-0001){ref-type="fig"}A and B). On admission, routine biochemical and hematological profiles were within normal ranges and the patient\'s clinical evaluation was unremarkable. Colonoscopy identified a bleeding descending colon lesion (Fig. [2](#ccr31039-fig-0002){ref-type="fig"}A). Computed tomography of chest and abdomen showed the primary pulmonary mass (Fig. [2](#ccr31039-fig-0002){ref-type="fig"}B) and the colonic lesion (Fig. [2](#ccr31039-fig-0002){ref-type="fig"}C). Biopsy specimens obtained from the mass demonstrated a moderately differentiated adenocarcinoma (Fig. [3](#ccr31039-fig-0003){ref-type="fig"}A). Immunostaining of tumor cells were positive for thyroid transcription factor‐1 (TTF‐1) and cytokeratin 7 (CK7), while negative for caudal‐related homeobox transcription factor 2 (CDX‐2) and cytokeratin 20 (CK‐20) (Fig. [3](#ccr31039-fig-0003){ref-type="fig"}B), indicating a lung adenocarcinoma origin.

![(A) Scant biopsy material disclosing a moderately differentiated adenocarcinoma (hematoxylin and eosin stain, x40), whose cells were immunopositive for TTF‐1(immunostain, x40) (B).](CCR3-5-1411-g001){#ccr31039-fig-0001}

![(A) Endoscopic view of the descending colon showing an ulcerated and bleeding lesion. (B) Chest computed tomography demonstrating the adenocarcinoma in the right upper pulmonary lobe. (C) Abdominal computed tomography showing an intraluminal mass in the descending colon (white arrow).](CCR3-5-1411-g002){#ccr31039-fig-0002}

![(A) An overview of colonic mucosa (glands) infiltrated by adenocarcinoma (hematoxylin and eosin stain, x20) with a few cells showing nuclear immunopositivity for TTF‐1 (brown staining; anti‐TTF‐1 immunostain, x20, white arrows) (B).](CCR3-5-1411-g003){#ccr31039-fig-0003}

What is the diagnosis?

Diagnosis {#ccr31039-sec-0002}
=========

Lung adenocarcinoma metastasis to the descending colon {#ccr31039-sec-0003}
------------------------------------------------------

Lung GI tract metastasis is an extremely rare event indicating diffuse metastatic disease and poor prognostic outcome [1](#ccr31039-bib-0001){ref-type="ref"}.

At endoscopy, lung cancer metastasis to the GI tract cannot be distinguished from primary colorectal cancer because it has no specific macroscopic features. Histologic diagnosis is based upon morphologic differences between pulmonary and colonic adenocarcinomas (such as the so‐called dirty garland pattern frequently seen in the latter) and is corroborated by immunohistochemistry. TTF‐1 is the most frequently used immunohistochemical marker with a high specificity, both in tissue specimens and in pleural effusions. Combined TTF‐1 and CK7 immunopositivity is highly specific for the diagnosis of lung adenocarcinoma, while lack of CK20 and CDX2 rules out colonic type adenocarcinoma [2](#ccr31039-bib-0002){ref-type="ref"}.

Lung adenocarcinoma patients commonly present with symptoms related to metastatic spread. Clinical presentation of colonic metastatic disease varies from asymptomatic patients to unspecific gastrointestinal symptoms [3](#ccr31039-bib-0003){ref-type="ref"}. Meticulous investigation is mandatory when symptoms or signs implying GI tract involvement are present, prior to attributing them to cancer‐related (i.e., chemotherapy‐induced mucositis) causes.
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